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Abstract	  	   With	  the	  passing	  of	  Affordable	  Care	  Act	  (ACA)	  in	  August	  2012,	  oral	  contraception	  has	  become	  free	  for	  all	  women	  with	  a	  prescription.	  Unfortunately,	  many	  women	  in	  the	  United	  States	  are	  without	  health	  insurance	  making	  it	  difficult	  to	  benefit	  from	  the	  new	  law.	  Many	  states’	  intended	  restrictions	  on	  the	  ACA	  make	  it	  difficult	  for	  women	  to	  access	  birth	  control.	  	  Birth	  control	  methods,	  which	  are	  now	  considered	  part	  of	  standard	  preventative	  health	  care,	  give	  women	  the	  ability	  to	  make	  their	  own	  decisions	  about	  family	  planning.	  Increased	  access	  to	  birth	  control	  can	  also	  change	  many	  of	  the	  grim	  statistics	  related	  to	  rates	  of	  abortion,	  maternal	  and	  newborn	  death,	  and	  unplanned	  pregnancies.	  It	  is	  important	  to	  consider	  all	  the	  outcomes	  restricted	  access	  can	  have	  on	  all	  women,	  from	  those	  just	  starting	  menstruation,	  to	  those	  reaching	  menopause,	  and	  those	  of	  all	  socioeconomic	  backgrounds.	  	  Although	  the	  ACA	  is	  on	  its	  way	  to	  making	  health	  insurance	  available	  for	  all	  Americans,	  other	  resources,	  such	  as	  Planned	  Parenthood	  and	  Title	  X	  funds	  for	  oral	  contraception	  and	  women’s	  health,	  are	  threatened.	  	  Policies	  regarding	  oral	  contraception	  are	  important	  because	  they	  affect	  access,	  and	  access	  in	  turn	  affects	  the	  outcome	  of	  women’s	  reproductive	  health.	  This	  paper	  will	  investigate	  why	  birth	  control	  is	  important	  for	  women,	  the	  effects	  that	  limited	  access	  can	  have,	  the	  policies	  in	  place	  at	  the	  federal	  and	  state	  level,	  and	  what	  can	  be	  done	  to	  make	  oral	  contraception	  more	  available.	  	  	  	  	  	  	  	  
	   Women’s	  health	  includes	  all	  health-­‐related	  issues	  dealing	  with	  the	  female	  anatomy.	  Females	  have	  intricate	  reproductive	  anatomy	  and,	  consequently,	  have	  complex	  health	  issues.	  Women’s	  health	  can	  range	  from	  the	  delicacy	  of	  their	  skin	  to	  the	  most	  complicated	  breast	  cancers.	  The	  most	  defining	  area	  of	  women’s	  health	  is	  their	  reproductive	  health.	  This	  includes	  family	  planning,	  childbirth,	  menstruation,	  contraception,	  menopause,	  and	  access	  to	  appropriate	  health	  care	  services.	  Menstruation	  starts	  a	  female’s	  ability	  to	  conceive	  and	  menopause	  ends	  that	  ability.	  However,	  we	  know	  just	  because	  you	  can	  do	  something	  does	  not	  mean	  you	  should;	  meaning	  a	  woman	  should	  not	  conceive	  a	  child	  just	  because	  she	  has	  the	  ability.	  This	  may	  be	  due	  to	  several	  reasons;	  such	  as	  she	  may	  not	  be	  financially	  prepared	  to	  have	  a	  child,	  or	  may	  still	  be	  in	  the	  process	  of	  receiving	  her	  education.	  For	  decades,	  women	  have	  fought	  the	  battle	  for	  control	  over	  their	  bodies	  and	  being	  able	  to	  decide	  when	  and	  if	  they	  want	  to	  have	  a	  child.	  	  This	  has	  generated	  various	  controversies	  related	  to	  contraception:	  religious,	  cultural,	  and	  political.	  	   There	  are	  several	  methods	  of	  contraception	  available	  today.	  They	  range	  from	  physical	  barriers,	  such	  as	  male	  and	  female	  condoms,	  to	  hormonal	  methods,	  such	  as	  patches,	  rings,	  and	  most	  widely	  used,	  the	  birth	  control	  pill.	  “The	  Pill”,	  more	  appropriately	  referred	  to	  as	  oral	  contraception,	  was	  first	  introduced	  in	  the	  late	  1950s,	  and	  has	  been	  creating	  controversy	  ever	  since.	  Currently,	  women	  enjoy	  the	  ability	  to	  have	  more	  control	  over	  their	  bodies.	  However,	  ideas	  about	  what	  exactly	  it	  does	  to	  the	  body,	  who	  should	  have	  access,	  and	  who	  should	  pay	  for	  birth	  control	  continues	  to	  make	  it	  difficult	  for	  all	  women	  to	  have	  control	  of	  their	  bodies.	  	   The	  most	  commonly	  used	  form	  of	  oral	  contraception	  is	  one	  in	  which	  there	  is	  a	  combination	  of	  hormones,	  based	  on	  a	  28	  day	  cycle.	  A	  women’s	  normal	  cycle	  “has	  several	  distinct	  phases	  [11].	  	  Each	  of	  the	  phases	  either	  contributes	  to	  or	  subtracts	  from	  the	  uterine	  lining.	  Ovulation,	  which	  is	  the	  release	  of	  the	  ovum	  from	  the	  ovarian	  follicle,	  occurs	  at	  the	  mid	  point	  of	  the	  cycle.	  It	  is	  at	  this	  point	  that	  a	  woman	  is	  able	  to	  get	  pregnant.	  “	  The	  shedding	  of	  uterine	  lining	  leading	  to	  the	  observed	  bleeding	  is	  the	  Menstrual	  Phase.	  As	  bleeding	  ends,	  Follicle-­‐Stimulating	  Hormone	  (FSH)	  and	  Luteinizing	  Hormone	  (LH)	  show	  small	  peaks	  above	  their	  normal	  low	  levels,	  leading	  to	  thickening	  of	  the	  uterine	  lining	  and	  maturing	  of	  oocyte	  (egg)-­‐containing	  follicles	  in	  the	  ovary.	  Meanwhile,	  the	  estrogen,	  Estradiol	  (E),	  is	  steadily	  rising	  to	  a	  peak	  a	  few	  days	  before	  ovulation,	  after	  which	  point	  FSH	  and	  LH	  spike	  once	  more,	  triggering	  the	  release	  of	  a	  mature	  oocyte.	  Levels	  of	  Progesterone	  (P)	  and	  E	  rise	  for	  the	  next	  two	  
weeks,	  preparing	  the	  uterine	  lining	  for	  implantation	  of	  an	  embryo.	  If	  no	  implantation	  occurs,	  both	  hormone	  levels	  drop	  sharply,	  triggering	  menstruation.	  If	  fertilization	  and	  implantation	  do	  occur,	  levels	  of	  P	  and	  E	  remain	  high	  throughout	  pregnancy,	  suppressing	  the	  spikes	  of	  FSH	  and	  LH	  that	  drive	  ovulation”	  [11].	  	  
	  Figure	  1	  [14]	   	  	  Adjusting	  the	  levels	  of	  one	  or	  two	  of	  the	  hormones	  involved	  can	  alter	  the	  cycle	  completely.	  Blocking	  FSH	  and	  LH	  artificially	  will	  repress	  ovulation,	  making	  it	  unlikely	  for	  a	  woman	  to	  conceive.	  The	  hormones,	  progesterone	  and	  estrogen,	  hold	  back	  the	  release	  of	  FSH	  and	  LH.	  Some	  people	  say	  that	  this	  process	  is	  a	  way	  of	  tricking	  the	  body	  into	  thinking	  it	  is	  pregnant	  because	  progesterone	  and	  estrogen	  are	  usually	  at	  high	  levels	  throughout	  pregnancy.	  Because	  when	  a	  woman	  is	  pregnant,	  ovulation	  is	  halted	  naturally.	  Stopping	  it	  by	  use	  of	  the	  Pill	  should	  not	  cause	  harm	  to	  the	  body[11].	  Oral	  contraception	  not	  only	  stops	  ovulation	  but	  also	  helps	  to	  produce	  cervical	  secretions	  that	  will	  physically	  block	  sperm.	  The	  most	  common	  plan	  of	  the	  Pill	  is	  taking	  it	  for	  three	  weeks	  or	  21	  days,	  followed	  by	  a	  week	  of	  
placebo	  pills,	  during	  which	  bleeding	  will	  occur.	  Advantages	  of	  using	  oral	  contraception	  are	  that	  it	  is	  highly	  effective,	  causes	  a	  lighter	  menstrual	  flow,	  less	  cramping,	  and	  reduces	  the	  risk	  of	  uterine	  or	  ovarian	  cancer	  by	  approximately	  50%	  [12].	  	   Emergency	  contraception	  is	  also	  a	  form	  of	  oral	  contraception	  available	  in	  case	  a	  woman’s	  normal	  method	  birth	  control	  fails.	  This	  is	  commonly	  known	  as	  the	  “morning	  after	  pill.”	  Emergency	  contraception	  works	  in	  the	  same	  way	  as	  the	  regular	  contraceptive	  pill	  but	  has	  a	  higher	  dose	  of	  hormones.	  Common	  emergency	  contraceptives	  are	  Plan	  B	  One	  Step,	  which	  is	  a	  progesterone	  only	  pill.	  Another	  one	  commonly	  available	  is	  Next	  Choice,	  which	  involves	  two	  pills.	  A	  woman	  takes	  the	  first	  pill	  as	  soon	  as	  possible	  after	  the	  failure	  of	  normal	  birth	  control	  and	  the	  next	  one	  12	  hours	  after	  taking	  the	  first	  pill.	  The	  sooner	  you	  take	  the	  emergency	  contraception	  pills	  the	  more	  effective	  they	  will	  be.	  The	  most	  important	  thing	  to	  remember	  is	  that	  emergency	  contraception	  is	  not	  a	  substitute	  for	  regular	  birth	  control	  [13].	  One	  of	  the	  issues	  regarding	  birth	  control	  that	  has	  given	  it	  a	  negative	  connotation	  are	  the	  side	  effects.	  Some	  women	  fear	  weight	  gain	  or	  some	  believe	  if	  they	  take	  the	  Pill	  for	  too	  long	  that	  when	  they	  are	  ready	  to	  a	  have	  child,	  they	  will	  not	  be	  able	  to	  conceive.	  	  Healthcare	  providers	  have	  assured	  us	  that	  the	  Pill	  will	  not	  affect	  child	  bearing,	  and	  like	  any	  other	  time	  in	  their	  lives,	  women	  should	  control	  their	  nutrition.	  	  Of	  course,	  like	  any	  medication,	  there	  are	  side	  effects,	  such	  as	  headaches,	  dizziness,	  nausea,	  and	  break	  through	  bleeding,	  but	  these	  symptoms	  diminish	  as	  your	  body	  adjusts	  to	  the	  Pill.	  Oral	  contraceptive	  pills	  today	  contain	  lower	  hormone	  doses	  and	  have	  fewer	  androgenic	  side	  effects	  than	  when	  they	  were	  first	  introduced,	  making	  them	  safe	  to	  use	  [1].	  Cultural	  and	  political	  issues	  are	  also	  a	  problem	  regarding	  oral	  contraception.	  The	  age	  at	  which	  a	  female	  should	  be	  allowed	  to	  obtain	  oral	  contraception	  varies	  with	  beliefs	  and	  continues	  to	  scare	  parents.	  However	  proper	  consultation	  with	  doctors	  helps	  to	  make	  sure	  there	  is	  appropriate	  use	  of	  contraception,	  for	  the	  right	  reasons.	  	  Birth	  Control	  is	  important	  for	  several	  reasons.	  Research	  shows	  that	  the	  use	  of	  birth	  control	  reduces	  the	  number	  of	  high-­‐risk	  pregnancies	  and	  lowers	  the	  level	  of	  both	  properly	  and	  improperly	  performed	  abortions.	  [2].	  Today	  we	  know	  that	  48%	  of	  pregnancies	  are	  unintended,	  whether	  they	  end	  in	  a	  live	  birth	  or	  abortion,	  from	  an	  adult	  woman	  or	  a	  teenager.	  Half	  of	  all	  pregnancies	  being	  unintended	  is	  too	  much	  and	  means	  that	  the	  women	  
having	  these	  babies	  are	  not	  prepared	  for	  them.	  When	  dealing	  with	  the	  other	  many	  stresses	  of	  life,	  having	  a	  child	  is	  definitely	  one	  thing	  a	  woman	  wants	  to	  be	  and	  should	  be	  able	  to	  control.	  	  One	  major	  reason	  that	  women	  have	  cited	  for	  using	  birth	  control	  is	  to	  have	  better	  control	  over	  their	  family	  planning.	  	  Figure	  2	  [7]	  provides	  some	  of	  the	  main	  reasons	  why	  women	  use	  birth	  control.	  It	  specifically	  illustrates	  the	  percentages	  of	  women	  who	  cite	  specific	  advantages	  taking	  birth	  control.	  It	  is	  important	  to	  make	  sure	  can	  give	  each	  if	  a	  woman	  already	  has	  two	  or	  three	  children	  she	  may	  want	  to	  be	  able	  to	  care	  of	  the	  children	  she	  already	  has,	  and	  not	  add	  any	  more	  financial	  obligations.	  It	  is	  important	  for	  any	  parent	  to	  be	  able	  to	  give	  their	  children	  enough	  individual	  care,	  attention,	  and	  support	  equally.	  In	  the	  economy	  of	  today	  “women	  with	  fewer	  children	  are	  more	  able	  to	  seek	  employment,	  increasing	  household	  income	  and	  assets”	  [2].	  	  
	  Figure	  2	  [7]	  Financial	  restraints	  are	  a	  major	  contributing	  factor	  for	  women	  wanting	  better	  control	  of	  childbearing,	  and	  this	  applies	  to	  women	  of	  all	  ages.	  	  In	  the	  research	  study	  Reasons	  for	  using	  
contraception:	  US	  women	  seeking	  care	  at	  specialized	  family	  planning	  clinics,	  2/3	  of	  the	  respondents	  said	  they	  used	  birth	  control	  because	  they	  could	  not	  afford	  to	  take	  care	  of	  a	  baby	  at	  the	  moment	  [7].	  A	  married	  woman,	  even	  though	  she	  may	  have	  a	  job,	  may	  not	  be	  in	  the	  right	  financial	  position	  to	  have	  her	  first	  or	  another	  child.	  Many	  adult	  women	  who	  were	  
already	  married	  also	  reported	  that	  they	  were	  using	  birth	  control	  because	  either	  she	  or	  her	  partner	  were	  unemployed.	  A	  younger	  woman	  at	  the	  start	  of	  establishing	  a	  career	  may	  not	  have	  the	  right	  finances	  to	  have	  and	  take	  care	  of	  a	  child	  either.	  	  The	  same	  study	  also	  found	  that	  there	  is	  an	  obvious	  relationship	  between	  access	  and	  use	  of	  birth	  control	  particularly	  among	  young	  women.	  Access	  correlates	  with	  women’s	  education	  level,	  job	  attainment,	  income,	  and	  the	  wage	  gap	  that	  exists	  between	  woman	  and	  men	  [7].	  Younger	  women	  who	  are	  in	  the	  middle	  of	  receiving	  an	  education	  have	  cited	  that	  using	  birth	  control	  allows	  them	  to	  finish	  their	  education	  and	  to	  wait	  until	  when	  they	  are	  in	  a	  more	  stable	  time	  in	  their	  lives	  to	  have	  a	  child.	  Many	  of	  the	  family	  planning	  clinics	  that	  are	  a	  source	  for	  birth	  control	  get	  mixed	  up	  in	  the	  debate	  over	  contraception	  and	  other	  political	  issues.	  In	  today’s	  world,	  access	  to	  birth	  control	  is	  important	  for	  women’s	  individual	  reasons,	  but	  also	  for	  societal.	  “Publicly	  funded	  family	  planning	  clinics	  are	  estimated	  to	  help	  women	  avoid	  about	  1.5	  million	  unintended	  pregnancies	  each	  year.	  Without	  this	  care,	  levels	  of	  unintended	  pregnancy	  and	  abortion	  in	  the	  United	  States	  would	  be	  two	  thirds	  higher	  than	  they	  are	  today	  (and	  more	  than	  twice	  as	  high	  among	  poor	  women)	  [7].	  Access	  to	  oral	  contraception	  can	  change	  the	  statistics	  of	  the	  country:	  lower	  abortion	  rates,	  600,000	  fewer	  newborn	  deaths,	  79,000	  fewer	  maternal	  deaths	  every	  year	  and	  for	  children	  to	  be	  raised	  in	  better	  conditions	  overall	  [2].	  	  To	  sum	  this	  up	  we	  can	  say	  that	  there	  are	  “links	  between	  contraceptive	  use	  and	  later	  ages	  at	  marriage,	  smaller	  families,	  longer	  birth	  intervals,	  and	  the	  ability	  for	  women	  and	  couples	  to	  plan	  when	  and	  how	  many	  children	  to	  bear...”	  This	  is	  important	  to	  realize	  because	  these	  factors	  are	  directly	  associated	  with	  improvements	  in	  infant,	  child,	  and	  maternal	  health,	  as	  well	  as	  to	  improved	  social	  and	  economic	  roles	  for	  women	  [7].	  For	  all	  these	  reasons,	  access	  becomes	  a	  vital	  and	  predominant	  way	  to	  prevent	  unintended	  pregnancies.	  It	  is	  therefore	  crucial	  to	  have	  family	  planning	  resources	  available	  to	  all	  women,	  also	  knowing	  that	  this	  will	  benefit	  men	  and	  women	  alike,	  as	  well	  as	  having	  positive	  social	  and	  economical	  outcomes.	  	  Commitment	  to	  long-­‐term	  investments	  in	  voluntary	  family	  planning	  to	  meet	  health	  and	  other	  developmental	  goals	  is	  what	  is	  going	  to	  allow	  these	  changes	  to	  come	  about	  [2].	  Insurance	  coverage	  and	  birth	  control	  policies	  or	  the	  lack	  there	  of,	  has	  a	  direct	  affect	  on	  women’s	  access	  to	  oral	  contraception.	  The	  policies	  affect	  access,	  therefore	  causing	  a	  
cascade	  effect,	  where	  one	  aspect	  affects	  another.	  This	  is	  evident	  when	  reviewing	  the	  statistics	  of	  women’s	  restricted	  access	  to	  oral	  contraception.	  The	  statistics	  can	  be	  categorized	  into	  demographics	  such	  as	  age,	  education	  level,	  ethnicity,	  and	  income	  level.	  It	  is	  first	  important	  to	  note	  two	  things:	  One,	  that	  women’s	  method	  of	  choice	  for	  birth	  control	  is	  related	  to	  the	  risk	  of	  unintended	  pregnancy.	  Second,	  in	  2002,	  oral	  contraception	  was	  used	  by,	  10.7	  million	  women	  was	  the	  leading	  method	  of	  choice	  and	  continues	  to	  be	  today	  [6].	  Restriction	  to	  the	  most	  commonly	  used	  form	  of	  birth	  control	  can	  only	  cause	  the	  numbers	  of	  unintended	  pregnancies	  rise,	  which	  will	  in	  turn	  affect	  the	  number	  of	  abortions,	  maternal	  and	  infant	  deaths,	  hospital	  bill	  costs	  etc.	  The	  cascade	  appears	  once	  more.	  Again,	  it	  is	  important	  to	  emphasize	  the	  outcomes	  of	  restricted	  access.	  When	  “1	  million	  miscarriages	  and	  stillbirths	  occur	  in	  the	  United	  States	  each	  year	  and	  about	  1.2	  million	  abortions	  are	  performed	  [6]”	  it	  means	  that	  half	  of	  each	  of	  these	  pregnancies	  were	  unintended	  and	  could	  have	  been	  avoided	  if	  proper	  precautions	  were	  taken.	  When	  the	  statistics	  of	  the	  United	  States	  is	  compared	  to	  that	  of	  some	  other	  countries	  in	  Europe	  the	  differences	  are	  obvious.	  European	  countries	  have	  lower	  abortion	  rates	  compared	  to	  the	  United	  States.	  It	  should	  also	  be	  noted	  that	  European	  women	  rely	  more	  on	  oral	  contraception.	  	  The	  number	  of	  unintended	  pregnancies	  in	  the	  US	  needs	  to	  be	  reduced	  and	  can	  be	  done	  so	  by	  focusing	  on	  increasing	  proper	  contraceptive	  utilization	  among	  those	  who	  are	  at	  risk	  for	  unintended	  pregnancies	  [8].	  	   Unintended	  pregnancies	  are	  experienced	  by	  women	  of	  all	  ages.	  	  In	  women	  over	  40,	  35%	  of	  pregnancies	  are	  unintended	  [1].	  However,	  it	  remains	  that	  the	  highest	  number	  of	  unintended	  pregnancy	  occurs	  in	  women	  ages	  20-­‐24	  [8].	  It	  is	  true	  the	  rate	  of	  teen	  pregnancy	  has	  decreased	  over	  the	  last	  few	  years,	  but	  what	  can	  this	  decrease	  be	  attributed	  to?	  Better	  sex	  education	  and	  the	  fact	  that	  more	  teens	  are	  waiting	  longer	  to	  engage	  in	  intercourse	  do	  deserve	  credit	  for	  the	  decrease.	  However,	  availability	  of	  oral	  contraception	  is	  most	  responsible	  for	  teen	  pregnancy	  rate	  decline.	  More	  parents	  and	  healthcare	  providers	  are	  promoting	  the	  use	  of	  contraceptives	  in	  addition	  to	  the	  condom.	  This	  of	  course	  has	  been	  a	  social	  battle	  and	  no	  parent	  really	  wants	  to	  accept	  the	  fact	  that	  his	  or	  her	  teen	  maybe	  engaging	  in	  intercourse;	  however,	  in	  the	  end	  it	  may	  save	  many	  teens	  a	  travel	  to	  the	  delivery	  room	  or	  abortion	  clinic.	  Birth	  control	  restriction	  also	  affects	  women	  with	  low	  education	  levels.	  “Although	  family	  planning	  is	  cost	  effective,	  hundreds	  of	  million	  of	  women,	  especially	  
those	  who	  are	  young	  or	  socially	  and	  economically	  disadvantaged,	  do	  not	  have	  access	  to	  modern	  contraceptive	  services	  and	  information”	  [3].	  Younger	  women,	  as	  well	  as	  those	  with	  less	  education,	  have	  less	  access	  and	  less	  knowledge	  about	  the	  importance	  of	  birth	  control.	  Higher	  attainment	  of	  education	  is	  associated	  with	  increase	  use	  of	  oral	  contraception,	  which	  is	  taking	  proper	  precautions	  against	  unplanned	  pregnancies.	  Unfortunately,	  less	  education	  can	  lead	  into	  a	  vicious	  cycle.	  Teenager	  mothers,	  and	  those	  with	  less	  education	  are	  more	  likely	  to	  have	  their	  own	  children	  also	  become	  young	  mothers	  and	  halt	  their	  education.	  Statistics	  show	  that	  “about	  84%	  of	  women	  whose	  mother	  had	  a	  college	  education	  used	  a	  method	  at	  first	  premarital	  intercourse.	  Among	  women	  whose	  mothers	  did	  not	  finish	  high	  school,	  only	  53%	  used	  a	  method	  at	  first	  premarital	  intercourse.	  ”	  [6].	  We	  also	  know	  that	  young	  women	  in	  the	  process	  of	  obtaining	  their	  education	  are	  not	  prepared	  to	  have	  a	  child.	  One	  study	  conducted	  by	  the	  CDC	  between	  2006	  and	  2008	  	  surveyed	  over	  33,000	  women,	  who	  all	  used	  oral	  contraception	  as	  at	  least	  one	  method	  of	  contraception.	  	  The	  majority	  of	  the	  women,	  35%,	  who	  used	  the	  Pill	  were	  in	  fact	  college	  graduates.	  	  This	  information	  is	  represented	  in	  Figure	  3	  [6].	  	  These	  young	  women	  who	  have	  high	  rates	  of	  unintended	  pregnancies	  are	  most	  likely	  to	  end	  their	  pregnancy	  by	  abortion.	  Time,	  money,	  and	  emotional	  &	  physical	  pain	  could	  be	  saved	  if	  birth	  control	  and	  all	  the	  information	  regarding	  birth	  control	  were	  more	  available.	  	  	  	   	  	  	  	  	  	  	  	  	  	  	   Figure	  3	  [6]	  
	   Restriction	  of	  birth	  control	  access	  also	  has	  a	  great	  affect	  on	  those	  of	  low	  socioeconomic	  status	  (SES)	  and	  minorities.	  Women	  of	  African	  American	  and	  Hispanic	  decent	  under	  the	  age	  25	  have	  the	  highest	  unintended	  pregnancy	  rates	  [6].	  Many	  minorities	  fall	  into	  the	  low	  SES	  grouping.	  	  This	  situation	  is	  similar	  to	  the	  one	  mentioned	  previously	  about	  young	  and	  uneducated	  women	  who	  have	  unintended	  pregnancies.	  An	  unfavorable	  cycle	  of	  women	  who	  are	  not	  expecting	  and	  not	  ready	  for	  childbearing,	  will	  have	  children;	  many	  of	  these	  children	  will	  now	  growing	  up	  with	  less	  advantage,	  and	  will	  be	  more	  at	  risk	  to	  also	  having	  unintended	  pregnancies.	  	  	   In	  recent	  political	  debates,	  the	  issue	  over	  whether	  birth	  control	  should	  be	  covered	  by	  insurance	  companies	  has	  been	  at	  the	  forefront.	  On	  May	  23rd	  2010,	  The	  Affordable	  Care	  Act	  (ACA)	  was	  passed	  and	  signed	  into	  law.	  This	  law	  allows	  for	  all	  preventive	  services	  for	  women’s	  health	  to	  be	  covered	  through	  their	  insurance.	  Preventive	  services	  include	  such	  things	  as	  mammograms,	  cervical	  cancer	  screenings,	  prenatal	  care,	  and	  contraception.	  The	  law	  also	  requires	  that	  these	  services	  be	  provided	  with	  no	  co-­‐payment,	  co-­‐insurance,	  or	  deductible.	  The	  Health	  Resources	  and	  Services	  Administration	  clearly	  explain	  that	  law,	  and	  specify	  what	  is	  considered	  preventive	  health	  services	  for	  women.	  	  In	  regards	  to	  contraception	  they	  specify	  that	  “All	  Food	  and	  Drug	  Administration	  approved	  contraceptive	  methods,	  sterilization	  procedures	  and	  patient	  education	  and	  counseling	  for	  all	  women	  with	  reproductive	  capacity”	  be	  covered	  with	  no	  additional	  cost	  to	  the	  patient.	  	  The	  law	  does	  address	  those	  institutions	  with	  certain	  religious	  beliefs	  [15].	  “Group	  health	  plans	  sponsored	  by	  certain	  religious	  employers,	  and	  group	  health	  insurance	  coverage	  in	  connection	  with	  such	  plans,	  are	  exempt	  from	  the	  requirement	  to	  cover	  contraceptive	  services	  [15].	  Such	  institutions	  have	  the	  right	  not	  to	  abide	  by	  this	  law	  and	  therefore	  its	  employees	  will	  not	  receive	  the	  contraception	  coverage	  benefit	  [15].	  	  The	  law’s	  intentions	  are	  applauded,	  especially	  because	  about	  47	  million	  women	  will	  now	  be	  able	  to	  afford	  and	  access	  preventive	  services	  including	  contraception	  [16].	  However,	  an	  issue	  arises	  when	  considering	  how	  many	  women	  actually	  have	  health	  insurance	  in	  the	  first	  place.	  	   For	  a	  state	  such	  as	  Massachusetts	  where	  everyone	  in	  the	  state	  is	  required	  to	  have	  health	  insurance	  this	  law	  can	  work	  to	  its	  full	  potential.	  Everyone	  has	  insurance	  so	  women	  have	  the	  ability	  to	  have	  their	  contraception	  covered.	  	  (Massachusetts	  may	  still	  have	  a	  problem	  with	  its	  residents	  still	  actually	  pursuing	  access	  to	  care	  due	  to	  other	  reasons.)	  
However,	  across	  the	  nation	  there	  are	  over	  17	  million	  women	  lacking	  insurance	  coverage.	  Many	  of	  these	  women	  fall	  into	  an	  odd	  place	  where	  their	  income	  is	  too	  low	  to	  afford	  health	  insurance,	  but	  at	  the	  same	  time	  are	  considered	  to	  have	  too	  high	  of	  an	  income	  to	  be	  eligible	  for	  Medicaid.	  Medicaid	  is	  a	  government	  program	  that	  provides	  health	  insurance	  for	  those	  with	  low	  income.	  	  We	  know	  that	  uninsured	  women	  are	  more	  likely	  to	  experience	  more	  grave	  health	  issues	  due	  to	  the	  fact	  that	  without	  insurance	  they	  do	  not	  often	  visit	  a	  physician.	  These	  women	  will	  usually	  wait	  until	  their	  conditions	  have	  advanced	  before	  they	  go	  to	  the	  doctor’s	  office.	  	  Others	  cannot	  afford	  to	  fill	  prescriptions	  even	  after	  they	  have	  had	  a	  chance	  to	  see	  a	  physician	  [17].	  Some	  patients	  have	  been	  reported	  to	  omit	  or	  decrease	  dosages	  in	  order	  to	  make	  medication	  last	  longer	  [18].	  In	  2010,	  the	  National	  Women’s	  Law	  Center	  report	  card	  used	  information	  from	  the	  U.S.	  Bureau	  of	  Labor	  Statistics	  and	  the	  U.S.	  Census	  Bureau	  to	  glean	  statistical	  information	  on	  women	  ages	  18-­‐64	  who	  are	  without	  health	  insurance	  in	  each	  state.	  Table	  1	  [19]	  shows	  the	  data	  compiled	  and	  ranks	  each	  state	  as	  either	  being	  satisfactory,	  satisfactory	  minus,	  unsatisfactory,	  or	  failing	  in	  considering	  women’s	  health	  insurance	  coverage.	  Thirty	  states	  had	  15%	  or	  more	  of	  their	  women	  with	  no	  coverage.	  Texas	  lead	  the	  group	  with	  28.1%	  of	  women	  without	  health	  insurance	  coverage,	  followed	  by	  New	  Mexico	  at	  26.7%	  and	  the	  Louisiana	  at	  26.6%	  respectively.	  Although	  not	  as	  high,	  even	  Massachusetts,	  a	  state	  that	  mandates	  for	  all	  its	  residents	  to	  have	  health	  insurance,	  receives	  an	  unsatisfactory	  grade	  at	  10.5%	  [19].	  The	  ACA	  has	  started	  to	  create	  affordability	  and	  access	  for	  contraception,	  and	  will	  soon	  be	  addressing	  the	  issue	  of	  nation	  wide	  health	  insurance	  coverage;	  however,	  currently	  access	  is	  still	  restricted	  by	  the	  fact	  that	  so	  many	  women	  do	  not	  have	  health	  insurance.	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   State	  Overall	  Data	   State	  Grade	   State	  Rank	  ALABAMA	   18.9%	   F	   32	  ALASKA	   20.1%	   F	   40	  ARIZONA	   23.8%	   F	   46	  ARKANSAS	   23.5%	   F	   45	  CALIFORNIA	   21.0%	   F	   43	  COLORADO	   18.2%	   F	   31	  CONNECTICUT	   12.0%	   U	   9	  DELAWARE	   12.3%	   U	   13	  DISTRICT	  OF	  COLUMBIA	   12.0%	   U	   9	  FLORIDA	   24.1%	   F	   47	  GEORGIA	   20.0%	   F	   39	  HAWAII	   10.7%	   U	   4	  IDAHO	   17.6%	   F	   29	  ILLINOIS	   16.1%	   F	   26	  INDIANA	   15.0%	   F	   23	  IOWA	   11.8%	   U	   8	  KANSAS	   13.9%	   F	   19	  KENTUCKY	   17.8%	   F	   30	  LOUISIANA	   26.6%	   F	   49	  MAINE	   11.1%	   U	   6	  MARYLAND	   14.7%	   F	   22	  MASSACHUSETTS	   10.5%	   U	   3	  MICHIGAN	   13.3%	   F	   17	  MINNESOTA	   9.1%	   U	   1	  MISSISSIPPI	   21.2%	   F	   44	  MISSOURI	   16.5%	   F	   28	  MONTANA	   19.1%	   F	   34	  NEBRASKA	   12.6%	   U	   14	  NEVADA	   20.4%	   F	   42	  NEW	  HAMPSHIRE	   12.8%	   F	   16	  NEW	  JERSEY	   16.4%	   F	   27	  NEW	  MEXICO	   26.7%	   F	   50	  NEW	  YORK	   15.4%	   F	   25	  NORTH	  CAROLINA	   19.5%	   F	   36	  NORTH	  DAKOTA	   10.9%	   U	   5	  OHIO	   12.6%	   U	   14	  OKLAHOMA	   24.6%	   F	   48	  OREGON	   20.2%	   F	   41	  PENNSYLVANIA	   11.3%	   U	   7	  RHODE	  ISLAND	   12.0%	   U	   9	  SOUTH	  CAROLINA	   19.7%	   F	   37	  SOUTH	  DAKOTA	   13.9%	   F	   19	  TENNESSEE	   15.1%	   F	   24	  TEXAS	   28.1%	   F	   51	  UTAH	   19.8%	   F	   38	  VERMONT	   12.0%	   U	   9	  VIRGINIA	   13.9%	   F	   19	  WASHINGTON	   13.7%	   F	   18	  WEST	  VIRGINIA	   19.4%	   F	   35	  WISCONSIN	   10.0%	   U	   2	  WYOMING	   18.9%	   F	   32	  S	  (Satisfactory):	   0	  S-­‐	  (Satisfactory	  Minus):	   0	  U	  (Unsatisfactory):	   15	  F	  (Fail):	   36	   	  	  
Another	  issue	  that	  may	  impede	  the	  ACA	  is	  the	  exception	  it	  provides	  for	  religious	  institutions.	  Because	  the	  law	  does	  provide	  this	  exception,	  certain	  states	  are	  looking	  to	  have	  their	  own	  regulations	  for	  contraception	  coverage.	  Nine	  states	  in	  particular	  are	  aiming	  for	  state	  laws	  to	  counteract	  the	  ACA.	  Arizona,	  Georgia,	  Missouri,	  and	  New	  Hampshire	  are	  seeking	  laws	  that	  will	  “expand	  employers	  refusal	  rights.”	  Colorado,	  Idaho,	  and	  Michigan	  are	  simply	  trying	  to	  reject	  the	  federal	  law	  outright.	  [20].	  The	  lack	  of	  uniformity	  on	  agreement	  of	  the	  law	  makes	  it	  difficult	  to	  completely	  implement.	  	  It	  is	  important	  to	  first	  get	  everyone	  (the	  states)	  all	  on	  the	  same	  page	  in	  order	  for	  the	  law,	  ACA,	  to	  be	  carried	  out	  properly.	  Then	  the	  issue	  of	  insurance	  coverage	  needs	  to	  be	  addressed.	  Insurance	  should	  be	  available	  to	  all.	  	   The	  detailed	  information	  about	  oral	  contraception	  and	  women’s	  restricted	  access	  is	  not	  the	  only	  information	  there	  is	  to	  support	  the	  idea	  that	  it	  should	  be	  made	  readily	  available	  to	  all	  women.	  The	  ACA	  has	  made	  it	  possible	  for	  women	  with	  insurance	  to	  receive	  free	  birth	  control.	  This	  is	  a	  step	  in	  the	  right	  direction	  in	  the	  effort	  to	  make	  oral	  contraception	  accessible.	  Also	  important	  to	  aiding	  this	  effort	  is	  for	  publicly	  funded	  clinics	  that	  offer	  family	  planning	  services	  to	  be	  supported.	  Publicly	  funded	  clinics	  such	  as	  Planned	  Parenthood	  provide	  important	  services	  to	  women,	  especially	  those	  who	  lack	  the	  health	  insurance	  to	  have	  these	  services	  provide	  by	  their	  own	  clinic.	  “These	  services	  have	  numerous	  benefits,	  including	  health	  benefits	  for	  women	  and	  infants	  due	  to	  better	  birth	  spacing,	  personal	  benefits	  for	  individuals	  who	  have	  a	  greater	  chance	  of	  realizing	  their	  educational	  and	  career	  goals	  and	  economic	  benefits	  for	  both	  families	  and	  society	  due	  to	  personal	  and	  public	  cost	  saving	  associated	  with	  fewer	  unplanned	  children	  [9].	  The	  cost	  decrease	  of	  funding	  such	  clinics	  outweighs	  the	  costs	  of	  tending	  to	  unplanned	  pregnancies.	  Money,	  time,	  and	  energy	  are	  saved	  if	  the	  right	  funding	  is	  going	  to	  the	  right	  place.	  	  We	  know	  that	  “currently	  nearly	  7	  million	  U.S.	  women	  rely	  on	  publicly	  funded	  clinics	  for	  family	  planning	  services,	  representing	  one	  out	  of	  every	  four	  women	  who	  obtain	  such	  services.	  [9]”	  In	  recognizing	  the	  importance	  of	  this	  information,	  government	  officials	  who	  make	  decisions	  regarding	  the	  funding	  of	  public	  funded	  clinics	  should	  see	  how	  important	  it	  is	  that	  the	  clinics	  are	  supported.	  The	  clinics	  should	  be	  supported	  at	  the	  federal	  and	  state	  level.	  The	  Title	  X	  program	  is	  a	  major	  federal	  source	  for	  funding	  these	  clinics.	  [9].	  This	  program	  however	  has	  been	  threatened	  to	  be	  defunded	  because	  of	  the	  idea	  that	  this	  money	  goes	  to	  support	  abortions.	  Any	  money	  allocated	  to	  these	  clinics	  do	  not	  support	  abortions.	  	  
It	  is	  illegal	  to	  do	  so.	  Any	  clinic	  that	  does	  perform	  abortions,	  fund	  these	  procedures	  through	  private	  financial	  support.	  The	  benefits	  of	  these	  clinics	  are	  clear.	  In	  the	  mid-­‐1990s,	  the	  services	  supported	  by	  public	  family	  planning	  expenditure	  prevented	  1.3	  million	  unintended	  permanencies	  each	  year.	  Based	  on	  current	  rates	  about	  630,000	  of	  these	  pregnancies	  would	  have	  ended	  in	  abortion	  and	  530,000	  would	  have	  resulted	  in	  an	  unintended	  birth	  [9].	  	  	   In	  a	  place	  such	  as	  Massachusetts	  where	  everyone	  is	  required	  to	  have	  health	  insurance	  much	  of	  their	  services	  will	  be	  covered.	  However,	  a	  majority	  of	  places	  all	  over	  the	  country	  do	  not	  have	  this	  policy.	  What	  does	  this	  mean?	  	  	  The	  unintended	  pregnancy	  rate	  involves	  71%	  of	  women	  that	  are	  under	  the	  200%	  federal	  poverty	  level,	  and	  without	  the	  public	  clinics	  to	  turn	  to,	  they	  would	  have	  no	  health	  care.	  Public	  funding	  for	  family	  planning	  clinics	  saved	  California,	  Texas,	  and	  new	  York	  between	  $350	  and	  $570	  million	  in	  2004,	  and	  another	  8	  states	  realized	  net	  savings	  over	  $100	  million	  [9].	  It	  should	  be	  clearly	  noted	  that	  the	  cost	  of	  supporting	  family	  planning	  clinics	  is	  more	  cost	  efficient	  than	  not	  funding	  it.	  For	  every	  $1	  spent	  on	  family	  planning	  services,	  $4.02	  is	  saved	  related	  to	  the	  costs	  of	  an	  unplanned	  pregnancy.	  	   With	  all	  this	  information,	  what	  can	  be	  done?	  What	  needs	  to	  change	  to	  decrease	  the	  unintended	  pregnancy	  rates?	  Well	  if	  we	  know	  that	  access	  is	  key	  to	  fixing	  this	  problem,	  the	  only	  way	  to	  fix	  it	  is	  to	  hit	  it	  right	  where	  the	  cascade	  starts:	  the	  policies.	  As	  mentioned	  before,	  Massachusetts	  is	  one	  state	  that	  requires	  all	  its	  residents	  to	  have	  health	  insurance.	  This	  is	  a	  key	  policy	  in	  allowing	  access	  to	  oral	  contraception.	  	  With	  a	  policy	  like	  this,	  whether	  someone	  uses	  private	  or	  public	  health	  insurance,	  she	  would	  be	  covered	  for	  services	  such	  as	  oral	  contraception.	  	  The	  ACA	  is	  aiming	  to	  make	  health	  insurance	  available	  for	  all	  Americans	  but	  from	  now	  until	  that	  happens,	  many	  unplanned	  pregnancies	  are	  able	  to	  occur.	  Changing	  policies	  would	  affect	  health	  insurance	  but	  until	  these	  policies	  are	  in	  place	  an	  alternative	  is	  to	  make	  sure	  that	  there	  are	  enough	  publicly	  funded	  clinics	  to	  support	  family	  planning	  services.	  	  This	  means	  a	  major	  program	  like	  Title	  X	  needs	  continuous	  support.	  Access	  is	  key	  to	  breaking	  the	  cascade	  of	  restriction.	  Policies	  control	  access	  and	  therefore	  they	  need	  to	  be	  amended.	  	   The	  policies	  affecting	  access	  will	  not	  change	  however,	  unless	  the	  public	  is	  aware	  of	  the	  problem.	  The	  information	  provided	  here	  about	  unplanned	  pregnancies,	  including	  its	  
limited	  availability	  to	  those	  who	  need	  it	  most,	  and	  its	  importance	  and	  affect	  on	  women	  needs	  to	  become	  common	  knowledge.	  The	  public	  needs	  to	  know	  and	  understand	  the	  details	  regarding	  family	  planning	  and	  women’s	  contraceptive	  access	  in	  order	  for	  the	  right	  efforts	  to	  be	  made.	  Access	  is	  key	  to	  improving	  oral	  contraception	  availability	  for	  all	  women.	  When	  the	  public	  is	  aware	  and	  well	  educated	  they	  are	  able	  to	  speak	  out	  and	  influence	  the	  policies	  that	  will	  be	  made	  regarding	  any	  issue,	  and	  therefore	  restriction	  on	  oral	  contraception	  access	  needs	  to	  be	  publicly	  known.	  	   Another	  option	  to	  aid	  in	  decreasing	  the	  rate	  of	  unplanned	  pregnancies	  is	  over	  the	  counter	  contraception.	  This	  is	  a	  valid	  option	  to	  increase	  access	  to	  birth	  control.	  Emergency	  contraception	  is	  already	  available	  over	  the	  counter,	  and	  adding	  the	  Pill	  could	  be	  beneficial.	  Research	  is	  still	  needed	  to	  truly	  realize	  whether	  this	  will	  be	  more	  cost	  friendly	  for	  women	  since	  it	  would	  not	  be	  covered	  by	  health	  insurance.	  Nonetheless,	  for	  the	  millions	  of	  women	  who	  lack	  insurance	  coverage	  this	  could	  be	  a	  step	  in	  improving	  access	  [21].	  	   Some	  people	  may	  have	  view	  debates	  about	  birth	  control	  on	  from	  one	  point	  of	  view.	  Hopefully,	  the	  information	  presented	  here	  may	  open	  people’s	  eyes	  into	  the	  true	  benefits	  of	  access	  to	  oral	  contraception.	  It	  is	  sometimes	  difficult	  to	  make	  decisions	  on	  where	  you	  stand	  on	  sensitive	  subjects	  such	  as	  birth	  control	  because	  of	  religious	  or	  political	  beliefs,	  or	  even	  just	  feeling	  pressure	  from	  other	  people’s	  views.	  What	  it	  should	  come	  down	  to	  is	  what	  is	  more	  beneficial	  for	  the	  population	  at	  large.	  Increasing	  access	  to	  oral	  contraception	  can	  cause	  some	  dramatic	  changes	  in	  our	  country.	  Again	  it	  is	  important	  to	  remember	  in	  order	  to	  fix	  this	  problem	  knowledge	  must	  come	  first.	  The	  country	  must	  become	  aware	  of	  the	  birth	  control	  cascade;	  they	  must	  know	  how	  the	  policies	  affect	  the	  outcome,	  access.	  It	  is	  in	  realizing	  this	  and	  all	  the	  benefits	  of	  increased	  availability	  to	  oral	  contraception	  that	  the	  cascade	  can	  be	  stopped.	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